Today, surgeons across the world have realized the benefits of laparoscopic approach, for short hospital stay, improved postoperative recovery times. Thus, laparoscopic surgeries are being used with greater frequency in health care system. However, laparoscopy is not without complications like, subcutaneous emphysema, pneumopericardium, pneumothorax, gas embolism, visceral injuries. Since, these complications remain a cause of concern, we need better trained anesthesiologist and laparoscopic surgeons. Regular assessment and monitoring should be done to recognize the complication as early as possible and prompt treatment for positive patient outcome.
INTRODUCTION
As budding surgeons are using laparoscopic approach for almost all surgeries with greater frequency, providing anesthesia for laparoscopic surgeries has become a new challenge for anesthesiologist. It has its own advantages and disadvantages. Laparoscopic surgery allows for smaller surgical incisions and minimal invasiveness, while still providing sufficient visualization of peritoneal cavity. Carbon dioxide (CO 2 ) has proven to be beneficial for insufflations because of its rapid diffusion ability, low cost and decrease flammability compared with alternative gases (air, helium, argon, and N 2 O). However, insufflations can cause CO 2 diffusion into subcutaneous tissue to cause subcutaneous emphysema. The incidence of subcutaneous emphysema in laparoscopic surgery is 0.3 to 3%. 1 Various risk factors attributing to it are increased age, multiple surgical ports, high insufflations pressures and prolonged surgical time. 2 Recently, the influence of insufflations pressures and surgical duration has been
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demonstrated to have the most important impact on the rate of CO 2 absorption. 2 Laparoscopic approaches in gynecologic procedure are being used since 1937. 3 Here, we report a case where massive subcutaneous emphysema developed in a patient undergoing laparoscopic ovarian cystectomy.
CASE REPORT
A Subcutaneous emphysema is an uncommon complication during laparoscopic procedure. It occurs when the insufflations pressure is greater than 12 mm Hg or because of leakage of CO 2 through the trocar site as they pass through the skin and muscle. In our case, the insufflation pressure was found to be 23 mm Hg at the time of diagnosing subcutaneous emphysema. Singh et al demonstrated subcutaneous emphysema to be more common during extraperitoneal vs intraperitoneal laparoscopic procedure due to the large CO 2 absorption surface area provided by the large extraperitoneal space. 2 Reference is made to 4-point scale comparing varying degrees of subcutaneous emphysema. 6 • 0 = no subcutaneous emphysema • 1 = mild emphysema with crepitus at trocar insertion sites or in the groin • 2 = marked emphysema with crepitus extending to the abdomen and thighs • 3 = massive emphysema extending to the chest or neck and face. Our patient developed massive subcutaneous emphysema extending to chest, neck and face, resulting in difficulty in ventilating the patient.
Acute rise in EtCO 2 and peak airway pressure was the first indicator which signalled the occurrence of subcutaneous emphysema. The resulting hypercarbia increases the cardiac output, arterial blood pressure, ICP and respiratory acidosis.
The management of subcutaneous emphysema during laparoscopic procedure include hyperventilation, abandoning the laparoscopic procedure, discontinuation of N 2 O, monitoring the vitals. Certain anesthetic recommendation for the management of patient undergoing laparoscopic procedure has been described. 
CONCLUSION
Laparoscopic surgery represents a new challenge to the anesthesiologist. A thorough concept of pathophysiological changes during laparoscopy, strict monitoring and prompt diagnosis and treatment of complications can result in positive patient outcome.
